Research question: In abstract, objectives focus on feasibility; however, on page 3 (40-41) the feasibility focus includes improving quality of life (QoL). QOL not investigated / no data collated on this aspect. Supplement (p22) questions do not explore QoL Do results address research question? It is difficult to tell whether the results do full justice to the data. For example, do the data indicate reasons why technology represented a barrier other than lack of familiarity with IT. Was there (could there be) opportunity for researcher reflection/interpretation to contribute to the discussion; was time an issue for carers; were condition symptoms potential contributors for persons diagnosed? Is it likely that training would promote use of the DSP among PWD or is it possible that PWD will not have the capacity to engage? There was mention of frustration and lack of interest in learning but would future generations be more open to this technology?
Study Limitations: The interviews were not in depth. The coding was done by one person only and not checked or discussed for interpretation / potential disagreement.
The study provides a pragmatic overview of the feasibility of using DSP with a certain group of people but it does not drill down into the reasons for the difficulties. This could helpfully inform a further stage of in-depth qualitative research.
VERSION 1 -AUTHOR RESPONSE
Response to Reviewers BMJ Open Reviewer Responses Reviewer 1 It should be explained why these are three different technologies, if at all.
Thank you for your comments on our study. In the Introduction, we mention that the DSP was designed in line with the TEC Programme's incentive to make use of currently existing technologies and its promotion of digital platforms. The use of three technologies allows a greater range of functions than any one in isolation, and their related -but not identical -functions and purposes meant they were suitable to form an integrated post-diagnostic support platform. We have edited our Introduction to make this design choice clearer: "The DSP was designed in line with the TEC's incentive to make use of currently existing technologies. The use of three technologies allows a greater range of functions than any one in isolation, and their related, but not identical, purposes meant they were suitable to combine to provide a complementary support platform."
How were the different needs and capabilities of PWD and carers taken into account?
We ascertained certain needs and capabilities at the point of Intervention (Intervention, Paragraphs 2 and 3). At the broadest level, we confirmed whether PWDs and carers were using packages of care, as this necessitated the use/installation of ClickGo. At a more detailed level, we understood the arrangement that families had made with respect to their use of and access to technology (e.g., what computers they had, who takes the lead in using technology). This informed what computers or devices needed the DSP.
However, we did not specifically tailor the DSP to different needs across families, which we anticipated would be idiosyncratic and multifactorial (Discussion, Paragraph 10). Rather, we anticipated that the DSP would provide a range of tools/functions that would be appropriate and suit the particular needs of each PWD/carer dyad. For example, one family may find the Medications tab of Jointly especially useful if their relative with dementia had a complicated or changing medical condition, whereas a different family may find the Calendar tab more useful. Ultimately, we wanted to assess how people approached and used the DSP to suit their needs. The text in the Intervention section has been revised to make this clearer. "A member of the team would ascertain whether the family would be interested in receiving the DSP. In addition to this, they ascertained whether they were using packages of care, and what internetenabled technology was present in the home and who used it; this informed what computers or devices would require the DSP, and whether a tablet with mobile data would be needed." … "While the broad needs and capabilities of different families were taken into account at the point of distribution, the DSP was not tailored to address specific needs. We anticipated that the DSP would provide a range of tools and functions that would address said needs."
What were PWD supposed to do with the DSP?
We anticipated that PWD would use the DSP as carers would -to access it for information about dementia, resources to help learn more about their condition and help request care or support from informal or formal sources.
How was their digital literacy assessed?
Digital literacy was assessed informally during distribution visit conversations. However, all DSP recipients received a demonstration of how the platform worked and, if given a tablet, a demonstration of the basic tablet functions. Digital literacy was reviewed and assessed more formally in the Interview visit, where researchers asked: "What technology do you currently use?" and "What technology have you stopped using?" This has been added to our Intervention section: "A family's digital literacy was not formally assessed until the interview phase (see Supplementary Materials)." And our Discussion section: "However, it should be noted that digital literacy was not formally ascertained until the interview section, where PWD were asked what technology they currently use, or what technology they had stopped using. Future research should attempt to establish this prior to intervention to establish training earlier."
The sample size is very small -this should be mentioned as a limitation of the study.
We agree that the size is relatively small, but in our Results section, we detail our decision to stop collecting data after 10 dyads, as this represented a point of data saturation. However, we agree that this is an important limitation when considering the comparison of our findings to the Digital Alzheimer's Centre. We have added the following sentence to our Discussion (Strengths and limitations in relation to other studies): "In context, however, our findings are drawn from fewer observations than Hattink et al. (2014) , who analysed results from 287 survey respondents (88 PWD, 199 carers). Therefore, while we identified similar issues between the DAC and DSP, a larger study sample of survey respondents would be necessary to clearly quantify and compare the prevalence or distribution of these issues." An important finding is that offering networking tools may have little impact on networking activity in real life. In which way could the DSP be improved to make a change?
The best example to address this point is seen in our Results section (Coherence, Paragraph 3). Since Living It Up, detailed nearby community activities, it was the most appropriate aspect of the platform to facilitate networking in real life. However, families felt that these activities were not appropriate to them in their early stages of dementia, as memory cafes appeared to be organised for families living with the later stages (Quote 7). This echoed other carer's sentiments to Living It Up in general. Therefore, networking activity in real life -for the current study population -may have been improved if aspects of the DSP provided more insight or accessibility to a wider range of community networking activities. This has been added to the Unanswered questions and future research section of our discussion: "In its present state, the DSP was not seen as relevant to families living with early stages of dementia, and did not encourage networking in real life. Potentially, if the DSP was modified to provide more information about resources or events more suited for those in earlier stages, this may increase families' engagement with community activities. However, this is not known at present."
The structure of the results section is not clear. Numbering starts not with participants but with Coherence (Why not comprehension?).
Thank you for noting this; the numbering has been changed in the text. The use of "Coherence" is to be in line with the original NPT construct name. Table 2 should be deleted and the information given in the text. Table 3 is much too detailed. Some brief examples may be provided in Table 1 .
Thank you for these comments. We appreciate that there is a surplus of information, but we have placed this in tables so that the main text remains at a readable length, and so that readers may review the tables for further details if they wish. We have tried to avoid redundancy in our choice of quotes and examples, and for this reason, we feel that removing information from Table 3 would detract from the points we can state in our results section.
Reviewer 2
The paper is well written and approach is clear with justification for the choice of analytic method.
Thank you for your comments on our paper.
It is not clear whether the choice of NPT was because the data were not rich and in depth or specifically to explore the dynamics of dyadic engagement with the DSP (which it does).
We considered different frameworks in our analysis plan (Page 5), and saw that there were sufficient data to employ a thematic analysis. However, it seemed that the NPT was the most appropriate for understanding the work that people did to adopt the DSP as an intervention, as per our aims. This has been added to our manuscript to clarify: "Although there were sufficient data to conduct a thematic analysis…"
The interview guide does not encourage in-depth exploration of responses.
Although the interview guide provided a basic framework, the semi-structured nature of the interviews meant that interviewers encouraged respondents to expand on their responses if they felt there was more information to gain or explore. However, it is true that this would not have necessarily been directed by the interview guide.
The interview guide: Question 2, "What technology have you suddenly dropped" is not clear.
This question was added to give an understanding of people's current use of technology and their limitations. Specifically, we anticipated that some PWD may have been encouraged to use technology but found it was not appropriate or difficult to use.
In abstract, objectives focus on feasibility; however, on Page 3 the feasibility focus includes improving quality of life. QOL not investigated / no data collated on this aspect. Supplement (P22) questions do not explore QoL.
Thank you, this is an important clarification. We feel that the present study has raised important limitations and potential benefits about the DSP, but have not objectively measured this with QoL scales. To reflect this, we have added the following to our Discussion (Strengths and limitations of the study): "However, as a purely qualitative study we have not been able to ascertain quantitative measures or changes of quality of life. These data would only be available and readily interpretable from a larger scale, mixed-methods interventional study of the DSP." Do results address research question? It is difficult to tell whether the results do full justice to the data. For example, do the data indicate reasons why technology represented a barrier other than a lack of familiarity with IT. Was there (could there be) opportunity for researcher reflection/interpretation to contribute to the discussion; was time an issue for carers; were condition symptoms potential contributors for persons diagnosed? Is it likely that training would promote use of the DSP among PWD or is it possible that PWD will not have the capacity to engage? There was mention of frustration and lack of interest in learning but would future generations be more open to this technology?
Overall, it is true that qualitative data can be interpreted from different perspectives to produce different insights, and we may not have captured some details of peoples' experiences in this study. However, we feel that the analysis of our data with the NPT produces an inclusive account of the work people did to adopt the DSP. This comment addresses multiple aspects of our Results sections, so we have broken our response into different parts. 1.
In using the NPT we found that a lot of our data about people's use of technology could be interpreted under their Skillset Workability (i.e. a lack of practical familiarity using the tablet and apps). However, there were instances where the concept of what the DSP represented as a technology was an issue of Coherence (e.g., understanding that the DSP was specifically the integration of three pieces of software rather than the hardware, perhaps a difficulty differentiating between software and hardware). 2.
We found that time was a limiting factor for carers (Quote 35). 3.
We note that there were cases when some symptoms associated with dementia may have prevented uptake. For example, although all recipients were shown how to use the DSP, Quote 43 reflects a need for more persistent teaching rather than a one-off session due to memory impairment. Similarly, apathy as part of dementia may explain a reticence to learn new things, as in Quote 17. 4.
We cannot be certain how different PWD would approach training. On the one hand, learning and memory impairments are clear factors that would impact its success (Quote 43). On the other hand, it could be argued that some people would be sufficiently motivated to attend and engage in classes in spite of this (Quote 25, Quote 41). Thoroughly outlining the barriers to and chances of engaging with technology training may only be ascertained with further research.
5.
Although speculative, we anticipate that some of the barriers we observed would not be as prevalent in a younger generation, such as an anxiety in using technology for fear of "messing it up" (Quote 23), or familiarity with basic functions (Quote 24). We have added a summary of these points to our Discussion under the Statement of Principal Findings: "Carers evaluation of the DSP... expressed that constraints on time prevented them from using the DSP fully." "Some dementia-related symptoms, such as apathy, may also have affected uptake and engagement with the DSP."
And we have added this to our Unanswered Questions and Future Research: "Where we have posited the role and benefit of tuition, we have not assessed barriers specifically associated with technology training for PWD; these could only be understood with further research focussed on this topic. Lastly, we anticipate that some of the barriers we have identified here may change or be less relevant to younger generations who are more familiar with technology. Future research would allow a formal assessment of this change.
Study Limitations: The interviews were not in depth. The coding was done by one person only and not checked or discussed for interpretation/potential disagreement.
We agree that a single coder is an important limitation of this study, and has been added to the Discussion: "Although the choice to use the NPT as a suitable analysis framework was an informed decision between members of the research team, only one researcher applied the constructs to the data."
Thank you again for your comments on our study.
VERSION 2 -REVIEW

REVIEWER
Bridget Jones University of Surrey, England REVIEW RETURNED 06-Mar-2018
GENERAL COMMENTS
Thank you for responding to the queries on the first stage review and clarifying the ambiguities in the paper.
Look forward to reading the published paper.
VERSION 2 -AUTHOR RESPONSE
I am happy to make the revisions to Table 2 . I have removed "Age at distribution" from the table and included summary statistics (mean age, range) to the results section of the paper instead. This is because age is the more specific identifier and participants' gender is already alluded to in some of the quotes in Table 3 . I will include the study design in the title to reflect that this is a qualitative analysis paper.
